Section of Laryngology
President-NORMAN PATTERSON, F.R.C.S. [March 7, 1947] The Diagnosis and Treatment of Tumours of the Nasopharynx By E. D. D. DAVIS THE tumours of the nasopharynx are difficult and unsatisfactory to treat but fortunately they are comparatively rare. I have studied the notes of 34 of my patients and the literature of a large number of other cases with the object of establishing an earlier diagnosis and more successful treatment. The 34 cases were seen during the past twenty-five years and consisted of 19 cases of carcinoma, 4 lymphosarcomata or lymphomata, 10 angiofibromata, 1 myxosarcoma of doubtful origin.
These are the types of tumours recorded by other observers but some call the fibroma or angiofibroma a fibrosarcoma. Two of the above angiofibromata turned out to be sarcomata and recurred some time after removal. This list does not include rare tumours such as ameloblastomas or adamantinomas which extend from the pituitary body along the craniopharyngeal canal or from the maxillk into the nasopharynx. It is important to be able to recognize the degree of malignancy and the probable reaction to radiotherapy but'at the present time there is considerable confusion in the nomenclature of various malignant and benign growths particularly carcinomata. The early diagnosis of these tumours is delayed because they are hidden in a cavity which is sometimes difficult to inspect. This inspection of the nasopharynx in patients who cannot tolerate the small mirror placed behind the soft palate is difficult and also in advanced cases of carcinoma when inability to open the mouth and fixation of the mandible is a symptom. Moreover a patient does not consult a doctor until the growth is large enough to produce a series of mechanical symptoms which are slow and insidious in onset and when it is frequently too late for successful treatment. Malignant growths within themselves do not produce any specific diagnostic symptoms or signs, and the general signs such as blood changes, cachexia, &c., are of no practical value in the early diagnosis. Gordon New of the Mayo Clinic reported 79 cages of malignant growths of the nasopharynx; 34 were epitheliomata and 33 were lymphosarcomata. It is interesting to note that of these 79 patients 74 had had an operation for the relief of symptoms without recognition of the fact that a primary growth in the nasopharynx was the cause of these symptoms. In 24 patients tonsils and adenoids had been removed; in 18, glands in the neck; in 12, the wisdom or third molars had been extracted. Various intranasal operations had been performed in 19, and finally a mastoid operation for the relief of pain.
The symptoms and signs of carcinoma of the nasopharynx vary with the site and type of growth and the commonest site is the lateral wall. When the growth is in the region of the eustachian tube or lateral wall the first symptom may be a unilateral deafness with fluid in the middle ear as the result of eustachian obstruction. This is known as the auricular type of growth and it was the first symptom and sign in 3 of my 19 cases. Sometimes a diagnosis has not been made until secondary growths appear in the cervical lymphatic glands. The glandular type of case shows the enlargement of the deep cervical glands at the angle of the jaw on both sides of the neck or the superficial group of glands along the posterior border of the sternomastoid. This was the first sign in six cases. This is the type of case for which tonsils have been enucleated or a dissection operation for glands in the neck has been performed before the diagnosis of carcinoma of the nasopharynx has been made. The enlargement of the lymphatic glands is the first sign of a lympho-epithelioma or lymphosarcoma. Neurological symptoms such as headache, pain, diplopia and paralysis of cranial -nerves were the first symptoms in six cases. These patients are seen first by the' ophthalmic surgeon or neurologist and the primary nasopharyngeal lesion may escape detection. The headache is bitemporal or on the vertex of the skull. A neuralgia of the fifth cranial nerve or upper cervical spinal nerves is occasional but pain in the distribution of the auriculo-temporal nerve is more common. Paralysis of the sixth cranial nerve firSt on one side and then on both is commonest. It is followed by ptosis and paralysis of the third nerve and later a complete ophthalmoplegia on the one side and a partial on the other. Proptosis and displacement of the eyeball outwards is a later symptom and occurs when the tumour is very large. There is evidence to show that this growth may commence in the body or great wing of the sphenoid and later burrow to the surface in the nasopharynx particularly when a paralysis of a cranial nerve is the first sign and precedes the other symptoms by some weeks. Reproduced is an X-ray photograph of such a case showing erosion of the dorsum sellm and body of the sphenoid. An infrasellar pituitary tumour may resemble a carcinoma of the nasopharynx but pituitary tumours more often produce a bitemporal hemianopsia, optic atrophy and other localizing signs.
The superficial lymphatic glands along the posterior border of the sternomastoid are involved early. Gordon New has recorded two cases of paralysis of the nerves in the jugular foramen. A persistent sore throat is said to be an early symptom. Nasal symptoms especially epistaxis or a blood-stained mucous discharge from the nasopharynx accompanied by headache in a patient of cancer age is suspicious, and a careful examination of the nasopharynx with the post-nasal mirror, the endoscope passed through both nostrils alternately, and with the finger, should be made. Good illumination and a direct view of the nasopharynx can be obtained by retracting the palate with a special Coolite retractor or curved pencil torch. The nasopharynx thus illuminated can be clearly seen when looking through the anterior nares with a large nasal speculum.
Beck of Chicago has devised ana ingenious method of retracting the palate by passing a small bore rubber catheter through both nostrils and bringing the ends out through the mouth and applying forward and upward traction. These methods of examination of the nasopharynx are essential to the early diagnosis of new growths of this area. An X-ray photograph which shows the extent of the growth is useful. Nasal obstruction except in cases of angiofibroma is not common. When the growth is accessible, and it is practical, as large a piece as possible should be removed for microscopy to clinch the diagnosis and for radiotherapy. A biopsy of a nasopharyngeal fibroma is inadvisable for reasons given below. Sometimes a lymphatic gland with metastasis is available and is more useful for a biopsy than a piece removed from the nasopharynx.
The treatment of malignant growths of the nasopharynx is confined to deep X-ray therapy. These cases are inoperable and beyond surgery when first seen. Deep X-ray therapy is more hopeful now that an earlier diagnosis is made and the technique has improved. All the 19 cases mentioned above derived little benefit from radium or deep X-ray therapy and all of them died within twelve to eighteen months from the first appearance of the symptoms. Radium was most unsatisfactory because it caused considerable reaction with pain and irritation of the mucosa and was followed by metastases. The lymphosarcomata and the lympho-epitheliomata disappeared rapidly with radium treatment but the cases all died of metastases within two years. However deep X-ray therapy is the only treatment which holds out any hope of success or even relief.
The bleeding fibroma of male puberty is benign and occurs in boys between the ages of 10 and 20. I have not seen a case in a girl, or a true fibroma after the age of 25. It is a sessile, globular, solid, hard, fixed tumour usually growing from the body of the sphenoid or from the inaccessible roof of the posterior nares. It bleeds freely when touched or spontaneously. Nasal obstruction is the first symptom followed by profuse epistaxis which is more often provoked than spontaneous. The tumour arows and extends within the nasal cavity and even into the nasal sinuses. It is said to disappear about the age of 25, but that has not been my experience, though growth and extension may be slower. I do not know of, nor can I find, the record of any case which has disappeared spontaneously. Nearly all the recorded cases have been treated by enucleation, excision by diathermy or by radiotherapy. The histology of the fibroma is typical and consists of dense fibrous tissue with numerous cavernous blood spaces and in some tumours these spaces are more numerous near the surface of the growth. The tumour is very vascular and for this reason it is frequently called an angiofibroma. A biopsy is unsatisfactory and misleading because it is difficult to remove a sufficiently large piece,Dand only a section of the whole or greater part of the tumour is of real value. The removal of a small piece results in repeated and profuse epistaxis which demands prolonged packing. This is followed by sepsis and superficial sloughing. All suspicious nasopharyngeal tumours should be examined histologically after removal. The hard, solid, globular tumour seen and palpated in the nasopharynx of a young male subject renders the diagnosis of fibroma obvious. The true fibroma is benign and does not metastasize. There is no pain in spite of the fact that absorption of bone may occur. X-ray photographs should be taken to ascertain the extent of the growth. It is difficult to distinguish between a rapidlygrowing fibroma and a fibrosarcoma. The fibrosarcoma is not so circumscribed. It is softer, more elastic, and spreads into the nasal sinuses and cranial cavity. The bridge of the nose is expanded and first one eye and then the other is proptosed and displaced outwards producing what is known as the "frog face". The surface of the growth in the nasopharynx ulcerates and bleeds readily. If a fibroma which has been completely removed recurs it is in all probability a sarcoma. The section shows larger blood spaces and many more round cells. A positive diagnosis cannot be made on the section alone. The choanal or post-nasal polyp arises from the middle meatus of the nose and, taking the line of least resistance, projects through the posterior nares or choana into the nasopharynx and is easily recognized. I have not seen an angioma or cavernous angioma of the nasopharynx; these are difficult to treat by surgery and should be untouched.
The ideal treatment of a fibroma is enucleation of the tumour but the difficulty of access with complete exposure of the tumour accompanied by severe hzmorrhage makes enucleation sometimes impossible and unsatisfactory. The lower edge of the tumour can be seen well if the Davis gag is used with full extension of the neck and the soft palate forcibly retracted. When the tumour is exposed the mucous membrane is incised by the diathermy needle as far round the lower pole of the tumour as possible. Then a strong, slightly curved, flat dissector can shell out the tumour, particularly if the line of cleavage is found. If the tumour is attached to the roof of the posterior nares a dissector or raspatory can be used through both the nostrils and the nasopharynx. The ha'morrhage though profuse is not so alarming as in the past because the patient is given an intratracheal anxsthetic, the pharynx is packed off and a suction pump is used freely. The hemorrhage can always be controlled by firm packing through the nostrils and with a captive swab introduced behind the soft palate. A blood transfusion can be given at any moment. In my experience ligature of the external carotid or compression of both external carotids does not control the bleeding to any appreciable extent. Enucleation by snare is sometimes impracticable owing to the difficulty of surrounding the tumour with the loop of wire (Lack's method). If enucleation by an attack through the nasopharynx and the nostrils fails then a complete exposure of the tumour is desirable. The best exposure is obtained by Nelaton's operation in which a large window is made in the hard palate, but the soft palate should not be completely divided. If the soft palate is divided the contraction of its muscles produces a wide gap so that a satisfactory union by sutures cannot be obtained. Nelaton's operation gives a much more complete exposure and does less damage to the nose than Moore's lateral rhinotomy or trans-maxillo nasal operation or Eve's displacement of the maxilla or even Rouge's operation. The implantation of radium in my experience has no beneficial effect and does not diminish the haemorrhage if the tumour has to be removed later, moreover the burning of the mucosa results in considerable misery and pain to the patient.
Figi, who reviewed the notes of 63 cases seen at the Mayo Clinic during a period of thirty years, favours diathermy coagulation followed by radium or deep X-ray therapy over a prolonged period of two or more years. 19 patients aged 21 to 25 were so treated with favourable results. He does not think the results were due to retrogression which, it is alleged, occurs about the age of 25. The accurate application of radium is difficult and Figi implanted radon seeds or radium. Radiotherapy is followed by atrophy of the mucosa. He does not favour enucleation or excision.
In conclusion an attempt should always be made to enucleate the tumour, if that fails then Nelaton's operation should be undertaken, as described above to thoroughly expose the growth and completely to remove it by dissection and diathermy. If this is unsuccessful diathermy and radiotherapy can be tried.
A. J. Gardham said he first became interested in malignant nasopharyngeal tumours some twenty years ago. Even at that time they had been known for a considerable period. Perhaps the best clinical description of them was by Trotter in 1911, and they were quite well known in German literature long before that. He believed now that something like 2,000 cases were available for study in the literature. The reason why they were not more generally recognized was that they did not tend' to go to one particular branch of the profession. In recent times they -were usually sent to radiotherapists for treatment and they came almost equally from the various other branches, from laryngologists, ophthalmologists, neurologists, from general surgeons, and also from dentists.
The ophthalmological side of the picture had been dealt with recently in the Society, when it was emphasized that it was-generally in late cases that the eye signs came into the picture ((odtfredsen, E., 1947, Proc. R. Soc. Med, 40, 131) . The most common was a sixth nerve palsy followed in something like one-third of the cases by a third nerve palsy. The only other ophthalmological sign, a very late one, which was at all common was displacement of the eyeball. The appearance of ophthalmological signs in malignant tumours of the nasopharynx, meant that the tumour was very far advanced, and that prospects of success, even in palliative treatment, were poor. Paralysis of the third and sixth nerves generally indicated intracranial extension.
Intracranial extension ultimately happened in a fair proportion of cases, and was responsible for taking some of these patients primarily to a neurologist, but the majority which presented first to neurologists showed themselves as a fifth nerve neuralgia. Other cranial nerve palsies were seen in the late stages, and while many patients died of distant metastases, quite a proportion ultimately developed progressive paralysis of the various nerves round the jugular foramen and ended their days with something very like a bulbar palsy.
Those cases which came from general surgeons usually had to do primarily with the glands in the neck. Enlargement of these glands was a common initial symptom in his series. The glands were extremely puzzling to those who did not know about malignant nasopharyngeal tumours, particularly in cases arising in young adults. The glands had not the ordinary characteristics of carcinoma; they were much softer, commonly bilateral, and very easy to mistake for tubercle. The clinical difficulties were increased because cases showing enlargement of the glands of the neck as a first symptom were often in the same age-group as tubercle. Swelling in the temporal fossa was also an occasional early sign which brought patients under the notice of general surgeons.
Very often patients with malignant tumours of the nasopharynx were first seen by dentists because they had pain in the upper or lower jaw which was presumed to be due to bad teeth, and a considerable proportion were treated by dental extraction before they were ever seen by any branch of the medical profession.
Nowadays, he supposed, more of these tumours went to the radiotherapist than to anybody else. There was no doubt that radiotherapy was the treatment of choice; perhaps the only treatment except purely palliative measures, but the mechanism whereby patients came to the radiotherapist was not always satisfactory. They arrived there simply because they were suffering from obscure tumours in a difficult situation, and a good many of them arrived without any clear indication of the true nature of the disease.
He would not enter into the controversy about the microscopic characteristics of these growths.
The picture, as he saw it, was that of an infiltrating tumour at the base of the skull, with a very strong tendency to spread submucously and subperiosteally without ulceration. This could often be seen in the microscopic section. As a result of this tendency there were often none of the symptoms associated with ulceration, but many, such as infiltration of the soft palate and swelling in the temporal fossa, which arose from submucous and subperiosteal spread. There was, characteristically, a quick reaction to radiotherapy, and a very strong tendency to recurrence, causing death either from local recurrence or from distant metastases within two or three years. He had seen tumours with similar characteristics involving the upper jaw, but attempts to correlate these characteristics with microscopic appearances had not met with much success. There was another queer thing about malignant nasopharyngeal tumours, namely, their remarkable geographical distribution. The only knowledge he had of this was based on an article describing a large series of cases from Hong Kong, where they accounted for something like 25 % of malignant surgical lesions. No explanation was offered of this fact, but there was no doubt that the cases were the same as those about which they were talking. Another point which was very important was the close relation between these tumours and sepsis; he did not know which came first. One obvious septic complication was blocking of the eustachian tube by the tumour, followed by suppuration of the middle ear. That was purely mechanical, but there were many cases in which the sequence of events was less obvious: A patient who was first seen about the middle of 1946 was diagnosed as having a retropharyngeal abscess, because of a swelling in the left side of the neck, increasing in size and causing difficulty in swallowing. There was a rather indefinite past history, which included nasal obstruction on the left side of many months' duration. The suppurating swelling in the neck was incised, and the patient got better, but not well. Six months later he was seen at the radiotherapy clinic at University College Hospital, and by that time it was quite obvious that he had a growth in the pharynx. It was a lympho-epithelioma of the nasopharynx. He was turned down for radiotherapeutic treatment on the grounds that the tumour was too advanced to justify it.
With a view to making the patient more comfortable he was treated for the sepsis in his nose and mouth associated with the tumour. He then had enlarged glands, was breathing with difficulty and appeared moribund. At his next visit, six months later, his stridor had disappeared, the growth was considerably smaller, and the vocal cords could just be seen. That was in February 1947, and in view of the very marked improvement, it was thought justifiable to treat him by radiotherapy. The patient had just reported again for re-examination on the previous day. He was subjectively better than he had been for years, the glands were much smaller, and he was breathing through his nose for the first time for over a year. Here was a case that might well have been turned down as completely untreatable, and to avoid making this mistake, it was necessary to recognize that in nasopharyngeal tumours, a considerable part of the symptoms and physical signs might be due to sepsis and not to the tumour itself.
Another instructive case was that of a man aged 21 whom he saw first in 1932, when the patient reported with painless lumps in the left side of the neck. He took a gland out for biopsy and the report came back as endothelioma. On examination there was found high up in the nasopharynx around one Eustachian orifice a little firm submucous swelling, and on the evidence of the previous biopsy, they believed that they were dealing with a case of endothelioma of the nasopharynx, as these malignant tumours were then called. In those days mass irradiation, deep X-rays, and teleradium, were not readily available, and, for want of a better method, he treated this man by the insertion of radon seeds around the region of his primary tumour, and carried out a bilateral resection of the glands of the neck. He last saw the patient three or four months ago, fifteen years after the original treatment; he had a recent discharging sinus in his neck, and breaking down glands in the posterior triangle. The condition was tuberculous all the time, and it illustrated the extraordinary difficulty of making a certain diagnosis in tumours affecting lymphoid tissue. Perhaps also it served to emphasize that a pathologist's report was not infallible.
The opportunity for surgical treatment, never great in the past, was now non-existent. Treatment was purely by irradiation. He had seen a fair number of the results of treatment by deep X-rays and teleradium, and they were very impressive, but it was important to realize that total eradication of the tumour was very unlikely. Disappearance of signs and symptoms for periods of two or even three years was often achieved, but ultimate recurrence was the rule, and there was nothing to suggest that alterations in the technique of local treatment could affect this outlook. Cases with signs of intracranial involvement (third and sixth nerve palsies) with increased intracranial tension were probably better left alone.
Short-term palliative treatment was usually of little avail. Mr. Gardham had, in his time, seen cases where neuralgia of the fifth nerve had been the predominant symptom, and he had tried to relieve them by injecting the gasserian ganglion, but his results had been 100% failures.
About half of these cases died with local extensions and the other half with distant metastases which often appeared in a very widespread field, and although sometimes the accessible ones were treatable, it generally meant that the patignt was going to die in the course of the next six months.
